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K 000 INITIAL COMMENTS K 000"
A Life Safety Code Recertification and State
Licensure Survey was conducted by the Indiana
State Department of Health in accordance with 42 -
CFR 483.70(a). C :
Survey Date: 01/31/11 EIVED
Facility Number: 000323
Provider Number: 155778 FEB 17 201
AIM Number: 100288440
LONG TE
Surveyor: Bridget Brown, Life Safety Code INDIANA smrE'?é;ﬁ”&%%‘,}’%%?ﬁEmﬁ
Specialist
At this Life Safety Code survey, Wooedland Manor
Nursing Center was found not in compiiance with
Requirements for Participation in K
Medicare/Medicaid, 42 CFR Subpart 483.70(a),
Life Safety from Fire and the 2000 editidon of the
National Fire Protection Association {(NFPA) 101, ¢
Life Safety Code (LSC), Chapter 19, Existing g
Health Care Cccupancies and 410 |AC16.2.
_This one story facility was determined to be of K021Corrective Action
Type il {211) construction and was fully
sprinklered. The facility has a fire alarm system A magnetic holder shall be
| with smoke dete_c;hon in the cqrrfdors and resident installed on the self-closing
rooms. The facility has a capacity for 52 and had .
a census of 49 at the time of this survey. corridor access door to the shower
room.
Quality Review by Robert Booher, REHE, Life
PRO?afety Code Specialist-Medical Surveyor on Other Deficient Practice
4 u \ Em 1dentified
W he facility was found not in compliance with the The maintenance director and HFA
ioned requirements as evidenced by: shall examine the facility for any
222; NFPA 101 LIFE SAFETY CODE STANDARD K 021 © other self-closing doors being
prevented from closing. All staff
ABORATORY DIREGTOR'S OR PROVIDER/SURPLIER REPRE TATIVE S SIGNATURE TITLE {X6) DATE

LY
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Any deficiency statement ending with an astensk (M.d notes a deﬁcnency whuch the-institution may be excused from correcting providing it is determmec‘l that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

program participation.
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K 021 Géntinued From page 1 k021 Shall be in-serviced on the
~ Any door in an exit passageway, stairway importance of not blocking or
enclosure, horizontal exit, smoke barrier or - stopping self-closing doors.

hazardous area enclosure is held open only by
devices arranged to automatically close all such

doors by zone or throughout the facility upon System?c Change ]

activation of _ The maintenance director shall
conduct monthly fire drills at which

a) the required manual fire alarm system: time closure of corridor access door

to shower room will be monitored

b) local smoke detectors designed to detect
1o ensure proper closure.

smoke passing through the opening or a required
smoke detection system; and
Monitoring

c1:)9t;e2 ?29g?m7§g?1§89r21nk|er system, if installed. | The mairtenance director .shall
report any noted malfunction or
blocking of seif-closing doors to
the Quality Assurance Committee.
The QA Committee shall review
and provide suggestions if

This STANDARD is not met as evidenced by: - necessary.

Based on observation and interview the facility

failed to ensure access doors to 1 of 5 hazardous ' Date of Completion

areas such as a storage room for the collection of All corrections shall be completed
' soiled linens and trash was held open only with a _ | | by March 2, 2011

device which allowed the door to close
automatically. This deficient practice affects
visitors, staff and more than 4 residents in the B
smoke compartment.

- Findings include:

Based on observation with the maintenance
difector on 01/31/11 at 1:05 p.m., the self closing

- corridor access door to the shower room used for

" the collection of soiled linen and trash receptacles .
was prevented from closing by a plastic hanger

- wedged under the open door. The maintenance

FORM CMS-2567(02-69) Previous Versions Obsolete Event 1D: 306821 Facility ID: 000323 If continuation sheet Page 2 of 20
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K021 Continued From page 2 : K021 K025 Corrt_ective {\ctions .
director said at the time of observation, the door - All penetrations Wll! be filled Wlth
should not have been held ogen, an approved fire resistant material-
: Fire Barrier Sealant.
3.1-18(b) :
K 025 NFPA 101 LIFE SAFETY CODE STANDARD K025 Other Deficient Practi
eficient Practice
SS8=E _
Smoke barriers are constructed to provide at Identified
least a one half hour fire resistance rating in The maintenance director and HFA
?c_co'rdatncet with ?;3- Smﬁk‘wag‘ers may shall examine the facility for any
erminate at an atrium wall. Windows are .
protected by fire-rated giazing or by wired glass Qt.h er penetration that may-be filled
panels and steel frames. A minimum of two with an unapproved material. If
separate compartments are provided on each any other penetration noted, the
floor. Dampers are not required in duct penetration shall be repaired with
penetrations of smoke barriers in fully ducted an avproved fi istant material
heating, ventilating, and air conditioning systems. . PP . Ire Tesistant matenal-
19.3.7.3,19.3.7.5,19.1.6.3,19.16.4 Fire Barrier Sealant.
Systemic Changes
The maintenance director shall
“This STANDARD is not met as evidenced by: conduct quarterly visual audits,
Based on observation and interview, the facility examining for any penetration.
failed to ensure openings through smoke barriers Any penetration noted shall be
in 3 of 8 smoke compartments were protected tc repaired with a fire barrier scalant.
maintain the smoke resistance of the smoke Quarter] dits will )
barrier. LSC Section 8.3.6.1 requires the uarterly audits will ensure
passage of building service materials such as deficient practice does not recur.
- pipe, cable or wire to be protected so that the
space between the penetrating item and the Monitoring
- smoke barrier shall be filled with a material The in di hall
- capable of maintaining the smoke resistance of maintenance HeCtOI: S
the smoke barrier or be protected by an approved report any noted penetration to the
- device designed for the specific purpose. This Quality Assurance Committee and
. deficient could affect visitors, staff and 4 or more the repair completed. The QA
i residents in the A, B and F smoke compartments C p'tt hplI . hQ
- which include the main dining room. ommi -ee sha reYleWt_ e report
!  and provide suggestions if
i Findings include: | necessary.
‘ 1
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7
K025 Continued From page 3 i

Based on observation with the maintené’nce

p.m., the following had unsealed peneteations of
the smoke barriers or penetrations sealed with a
foam product without a fire rating: '
a. A sprinkler pipe penetration in the corridor wall
shared with the nurses' lounge was unsealed
leaving an annular gap of 1/2 inch;
b. Two sprinkler pipes penetrating the corridor
wall shared with the director of nurses office were
unsealed leaving annular gaps of 1/2 and one
inch;
¢. The two inch gap in the wall of a storage room
near A101 was filled with an expandable foam
which was not fire rated;

~d. An unsealed sprinkler pipe penetration in the
brief storage room wall left a haif inch annular
gap.
e. A four inch hoie in the electrical
room/maintenance area was sealed with an

" expandable foam which was not fire rated;

* walt of the clean laundry room was filled with an

expandable foam which was not fire rated;
g. Aone inch hole in the kitchen storage room

- ceiling above the compressor was unsealed.

“h. One half inch gaps around two unsealed

. penetrations by a bundle of black cable and
conduit in the smoeke barrier wall above the ceiling
near room D121,
The maintenance director agreed at the times of
observation, the gaps should have been sealed

. with a fire rated material.

$3.1-19(b)
K 029° NFPA 101 LIFE SAFETY CODE STANDARD

S8=E:
' One hour fire rated construction (with %4 hour

director on $1/31/11 between 10:20 a.m. and 1:20-

f. The annular gap around a pipe penetrating the

K 025
Date of Completion

All corrections will be completed
by March 2, 2011

K029 Corrective Action
1. The 24x24 inch opening
between the clean and
soiled utility closed with
dry wall. Self-closure
placed on activitie’s office

K 029 door.

FORM CMS-2567{02-99) Previous Versions Cbsolete
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. 9 2. a.
K 029 Continued From page 4 K029 a. The 8x1U inch vent

fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1 5

This STANDARD is not met as evidenced by:

1. Based on observation and interview, the
faciiity failed to ensure 2 of 5 hazardous areas,
such a soiled linen and trash receptacle storage
room and combustible storage rooms targer than
50 square feet in size, were equipped with self
closing doors. Sprinklered hazardous areas are
reguired to be equipped with self closing doors or
with doors that close automatically upan
activation of the fire alarm system. This deficient
practice could affect visitors, staff and more than

" four residents in the B smoke compartment

housing the nurses station.

- Findings include:

Based on observation with the maintenance
director on 01/31/11 at 12:30 p.m., a 24;by 24
inch opening existed in the wall between the the
clean utility room and soiled utility roomawhich

was used for the collection of six soiled linen and

trash receptacles filled to various levels. The

: clean utility room corridor access door was not
: equipped with a self closing device. The
: maintenance supervisor said at the time of

opening-vent removed and
area closed with dry wall.
b. The twenty-four inch
door will have self-closing
hinges and magnetic holder
installed.
¢. The four-foot by five-
foot food service window
will have self-closing door
with magnetic holder
installed.

Other Deficient Practices

Identified

The maintenance director and HFA

shall examine facility for any other

opening. If any other opening

" noted, the opening shall be closed.

 Systemic Changes :
‘The maintenance director shall

- conduct quarterly visual audits

- examining for any other opening.

- Any openings noted shall be
closed. Quarterly audits will
ensure deficient practice does not
recur.

~ Monitoring

. Maintenance director shall report

+ any openings to Quality Assurance
- Committee. QA committee shall

FORM CMS-2567{02-99) Previous Versions Obsolete
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director on 01/31/11 at 12:10 p.m., a nine by ten
foot activities office was used for the storage of
combustible activities decorations, and materials
made of cardboard and plastic. The maintenance
director said at the time of observation,:he didn't
know a storage room larger than 50 square feet
required a door with a self closer. 1

)

3.1-19(b)

2. Based on observation and interview, the
facility failed to ensure 1 of 5 hazardous areas,
such-as the kitchen, was segarated from other
spaces by a smoke resistant partitions. This
practice affects visitors, staff and an
undetermined number of residents in the F wing
where the main dining room is located.

Findings include:

- Based on observation with the maintenance
director on 01/31/11 between 10:30 a.m. and

£ 11:00 a.m., the following corridor wall openings
were determined to be hazardous areas:

ra. The eight by twelve inch vent opening in the

- lower half of the corrider wall opening irto the

: kitchen storage room. The maintenance director

said the opening was to provide ventilation for an

air compressor in the storage room.

b, The twenty four inch square opening into the

- kitchen dish washing room, which had & door to

j close manually over the opening in the évent of

fire. The maintenance director said at the time of | i

g observation, "the apening had been there r

t

t
P !
t

1X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
]  Tevicw and provige suggesiions i1
K 029 - Continued From page 5 K 029 p 2
i needed.

observation, he didn't realize the opening '

between the rooms left the hazardous soiled ut1||ty

room without protection of & self closing door. Completion

_ , _ ' All repairs will be completed by
Based on observation with the maintenance
March 2, 2011

FORM CMS-2567{02-99) Previous Versions Obsolele Event iD: 308821

Facility ID: 000323

If continuation sheet Page 6 of 20




PRINTED: 02/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: [ COMPLETED -
o A, BUILDING 01
( ! | ' ‘
' i B. WING
155778" 01/31/2011
NAME OF PROVIDER OR SUPPLIER - ' STREET ADDRESS, CITY, STATE, ZIP CODE
WOODLAND MANCOR NURSING CENTER 1212 £ MAIN
‘ ATTICA, IN 47918
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG : CROSS-REFERENCED TO THE APPROF‘RIATE DATE
DEFICIENCY)
K 629 Continued From pa‘ge 6 ; K Q28

forever”.

¢. The four by five foot kitchen food service
window in the corridor wall. The opening had a
wooden door which slid on a track mounted to the
exterior of the kitchen wall which would be closed
manually in the event of fire. The maintenance

director said-at the time of observation, "the K038 Corrective Action
opening had been there forever”. : All exits and sidewalks cleared on
i ' - 01/31/11.
3.1-19(b) 1
K 038 NFPA 101 LIFE SAFETY CODE STANDARD K 038 .
SS=E Other Deficient Practice
Exit access is arranged so that exits are readily _ Identified
accessibie at all times in accordance with section _ The Maintenance director and HFA
7. 19.2.1 - | shall make rounds of the facility to

examine exits and sidewalks to
ensure all are free of obstruction.

Systemic Changes

This STANDARD is not met as evidenced by: The maintenance direct hall
€ alrector sha

Based on observation and interview, the facility

failed to ensure the exit discharge for 2 of 5 conduct weekly rounds ensuring all
emergency exits was arranged to be accessible. emergency exits and sidewalks are
“LSC 19.2.1 requires compliance with LSC 7.1, clear.

- Means of Egress. LSC 7.1.3.2.3 requires an exit
- enclosure shall not be used for any purpose with

' the potential to interfere with its use as an exit. ' - - Monitoring

-L8C 7.1.10.1, "Means of egress shall be " The maintenance director shall
continuously free of all obstructions or ‘ present the HFA with completion

“impediments to full instant use in case of fire or of round d

other emergency use." This deficient practice : ounds an results of the rounds.
affects all visitors, staff and at least 13 residents . . The maintenance director shall

tin the F and C smoke compartments. ; 1 + present completion of rounds and

' Findings include: | o results to the QA Committee

3 : : - quarterly for review and

Based on observations with the maintenance P - suggestions if needed.

director on 01/31/11 between 10:20 a.ni. and 1:203

FORM CMS-2567(02-98) Previous Versions Chsolete Event ID:306821 Facility (D 000323 If continuation sheet Page 7 of 2G
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K038 Continued From page 7 7 Koss Completion .
p.m., discharge paths for exit egress from the All corrective actions completed by
north exit in the F smoke compartment and west - March 2, 2100.
exit in the C smoke compartments were covered
with two inches of snow. The maintenance
director agreed, it had not snowed for at least two
days and he had not had time to clear the
pathways. ‘
3.119) K048 Corrective Action
. Fir i i i
K 048 NFPA 101 LIFE SAFETY CODE STANDARD kosg ire policy, fire extinguisher use
58=C updated, new internal evacuation
There is a written plan for the protectionof all policy implemented.
patients and for their evacuation in the gvent of
an emergency.  19.7.1.1 ' - Other Deficient Practice
Identified
; All disaster policies reviewed by
{ This STANDARD is not met as evidenced by: HFA. All staff to be in-serviced on
Based on record review and interview the facility ~ new/updated policies.
failed to ensure the facility fire plan provided '
" effective staff training for the protection 49 of 49 .
residents. This deficient practice could affect all : Systemic Changes
occupants. HFA and maintenance director
Eindings include: shall review all disaster/emergency
- TINGINgs INclude. policies quarterly to ensure
. Based on review of the facility Fire Policy and deficient practice does not recur.
' Procedure with the maintenance director an
013111 at 11:10 a.m,, the document included a Monitoring
" RACE procedure with direction after each letter HFA shall present
listed including: "E- Extinguish if the fire is smali.” . P ]
and directions for the use of a fire extinguisher . disaster/ em.ergency_pohcy manual
and "If you cannot extinguish the fire, evacuate * to the Quality Assurance
- the building.” There was no information regarding - . Committee. QA Committee shall
training of staff to determine the size of a fire. In : . . . .
addition, the policy did not include direct\ion for ; review and provide suggestions if
. internal evacuation from one smoke compartment - needed.
- to another. The maintenance director said at the ?
 time of record review, training was conducted : ! Completion
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:306821 - Facility ID: 000323 if continuation sheet Page § of 20
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annuaily for fire extinguisher use but no~speC|ﬂc
staff training and demonstration of determining
the size of a fire was done. The evacuation of
one smoke compartment to another was
practiced but not specifically addressed in the
written policy.

3.1-19(h)
K 050 NFPA 101 LIFE SAFETY CODE STANDARD
-85=F
Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and is aware
that drills are part of estabiished routine,
Responsibility for planning and conducting drills is
assigned only to competent persons who are

- conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19.7.1.2

“This STANDARD is not met as evidenced by:
- 1. Based on record review and interview, the
facility failed to ensure all elements of fire drills

. the dritl was conducted. LSC 19.7.1.2 reguires

' fire drills in health care facilities shall include the
' use of alarms, transmission of a fire alarm signal
. deficient practice affects all occupants.

Z Findings include:

qualified to exercise leadership. Whereidrills are

. were included on documentation of fire drills for 4 -
" of the past 4 quarters including the date and time |

_and simulation of ermergency fire conditions. This

Based on a review of Fire Drill Log(s) for the past
| | year with the maintenance director on 01/31/11 at ;
f 10:45 a.m., fire drill documentation did not include
| i

STATEMENT OF DEFICIENCIES {X1) PROVIGER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
e A. BUILDING 01
. B. WING
155778 01/31/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WOODLAND MANOR NURSING CENTER ¢ 1212 E MAIN _
_ ATTICA, IN 47918
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID " PROVIDER'S PLAN OF CORRECTION i {¥5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX - (EACH CORRECTIVE ACTION SHOULD BE i GOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE | DATE
| i DEFICIENCY)
WL mpleted by March 2
K 048 Continued From page 8 K 048 ;\61 I be comp Y i

K050 Corrective Action
1. Fire drill conducted shall
include the actual date and
K 050 time.
© 2. The missing fire drill has
been located.

Other Deficient Practices
1dentified

The maintenance supervisor and
HFA will review times and dates of
all fire drilis.

Systemic Changes

The maintenance supervisor shail
provide a copy of monthly fire
drills to the HFA. All copies will
be included in disaster manual in
the HFA office.

Date of Completion
Will be completed by March 2,
2011

Event ID: 306821
.
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K030 Continued From page 9 K 050j
the year each drill was conducted, the actual
time of the drilf, the use and transmission of the
alarm and the fire conditions simulated” The time
of each drill was noted as a check mark in two
~ hour increments listed on the record. The
maintenance director said at the time of-record
review, fire conditions were simulated, fire alarm
activated and the drills done each month during
2010 but the specific information was not
documented.
3.1-19(b}
3.1-5%{c)
2. Based on record review and interview, the
- facility failed to ensure fire drills were conducted
on every shift during 1 of the past 4 quarters.
. This deficient practice affects all cccupants.
- Findings include: K051 Corrective Action
. Based on a review of Fire Drill Log{s) for the past 1. Gfeneral Alarm cqntacted,
-year with the maintenance director on 01/31/11 at . will add trouble signal at
10:45 a.m., fire drill documentation wasinot found the nurses station where it is
- for the third shift during the second quarter of :
1 2010. The maintenance director reviewed the 5 };}?eg;) be hea;d.
- records a second time and agreed the drill - Alrae ect.ors shall be
" documentation was missing. added to air vents to ensure
smoke detectors not
- 3.1-19(b) affected by airflow.
' 3.1-51(c) Y
K 051 NFPA 101 LIFE SAFETY CODE STANDARD Kos1 o Manual firc alarm boxes
SaF | will be lowered to no more
" A fire alarm system with approved components, than 54 inches above floor
- devices or equipment is installed according to level.
i NEPA 72, National Fire Alarm Code, to provide
| effective warning of fire in any part of the bunldmg ) ] .
! Activation of the complete fire afarm system is by . Other Deficient Practice
g manual fire alarm initiation, automatic detection or| Identified
Facility ID: 000323 If continuation sheet Page 10 of 20
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K 051 Continued From page 10 ‘ K051 The maintenance director and
extinguishing system operation. Pull stations in : HFA shall Cxamine the facility
patient sleeping areas may be omitted provided for any other violations. All
that manual pull stations are within 200 feet of violations shall be repaired.

nurse's stations. Pull stations are located in the
path of egress. Electronic or written records of

tests are available. A reliable second source of Systemic Changes

power is provided. Fire alarm systems are The maintenance director shall
maintained in accordance with NFPA 72 and conduct visual audits quarterly,
record; of maintenance are kept reac_hly available. : examining for any other
There is remote annunciation of the fire'alarm violati
system to an approved central station.  19.3.4, auons.
9.6 '

' Monitoring

Maintenance director shail
report findings of audits to
Quality Assurance Committee
quarterly. QA committee shall
review and provide suggestions

if needed.
- This STANDARD is not met as evidenced by: ‘
1.. Based on observation and interview, the “Completion
“facility failed to provide annunciation for1 of 1 fire All repairs shall be completed
alarm systems in accardance with NFPA 72. by March 2, 2011

“NFPA 72, 1-5.4.6 requires trouble signais to be

located in an area where it is likely to be heard.
“NFPA 72, 1-5.4 4 requires fire alarms, -
~supervisory signals, and trouble signals to be
_distinctive and descriptively annunciated. This
- deficient practice could affect all occupants.

Findings include:

‘ Based on observation with the maintenance

- director on 01/31/11 at 11:10 a.m., the automatic

. dialer component was disconnected to simulate

trouble from phone line failure. The fire alarm i
i control panel was located in the . !

FORM CMS-2587(02-99) Previous Versions Obsolete Event IT: 306821 Facility 13: 000323 If continuation sheet Page 11 of 20
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K 051 Continued From page 11 K 051

mechanical/maintenance rcom. The trouble

aflarm could not be heard at the nurses station
which is monitored 24 hours per day. The
maintenance director agreed at the time. of
observation, an annunciatcr should be located at
the nurses station to ensure 24 hour monitoring of
the panel. 7 :

3.1-19(b)

2. Based on observation and interview, the
facility failed to ensure a smoke detector
connected to the fire alarm sysiem in 3 ¢f 6
smoke compartments were properly separated
from an air supply. LSC 9.6.1.4 refers to NFPA
72, National Fire Alarm Code. NFPAT7Z 2-3.5.1
requires in spaces served by air handling
systems, detectors shail not be located where

. airflow prevents operation of the detectors. This
deficient practice could affect staff, visitors and 28

residents in the B, C and D smoke

_compartments.

Fihdings include:

' Based on observations with the maintenance .

. director on 01/31/11 between 10:20 am. and 1:20:

' p.m., smoke detectors in the following locations

s were focated where airflow couid prevent the

- operation of smoke detectors:

. a. In the corridor near room C1186, four lnches

: from an zir vent;

- b. In the mechanical room above the f:re panel,

i 18 inches from an exhaust fan;

i ¢. In the corridor near the C hall exit, four inches

| from an air vent;

i d.. In the corridor near room D124, 31 inches

| from an air vent. . .
{ The maintenance director said at the time of

FORM CMS~2567(02799) Pravious Versions Cbsolete Event {D: 306821 Facility {D: 000323 If continuation sheet Page 12 of 20
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K 051 Continued From page 12 K 051 :
observation, the smoke detectors were originally
installed in these areas.
3.1-19(b)
3. Based on observation and interview, the
facility faited to ensure 2 of 4 manual fire alarm
boxes were located at the permitted height.
NFPA 72, 2-8.1 requires the operable part of
each manual fire alarm box shall be notidess than
3% feet (42 inches} and not more than 4 ¥ feet
(54 inches) above floor level. This deficient
practice could affect all occupants.
Findings include: -
Based on cobservations with the maintenance
director on 01/31/11 between 10:20 a.m. and 1:20
p.m., manuatl fire alarm boxes were located
higher than the maximum 54 inches allowed. The
- box near D124 was 63 inches above the floor and
. the box located near the chapel measured 60
“inches above the finished floor. The maintenance K052 Corrective Action
director said at the time of observation, he 1. New phone line added
- installed new boxes at the same level they were ’ p ¢ added on
located previously. 2/11/11 for office
‘ manager’s computer to
- 3:1-19(b) ensure the fire alarm dialer
ngi . NFPA 101 LIFE SAFETY CODE STANDARD K 052 always has back-up phone
A fire alarm systern required for life safety is line.
| installed, tested, and maintained in accordance 2. B & R contacted, new
 with NFPA 70 National Electrical Code gnd NFPA inspection of all 27 smoke
1 72. The system has an approved mainténance detectors
. and testing program complying with applicable )
 requirements of NFPA 70 and 72.  9.6.1.4
: Other Deficient Practices
Identified
FORM CMS-2567(02-99} Previous Versions Chsolete ER;ent {[: 306821 Facility ID: 000323 If continuation sheet Page 13 of 20




PRINTED: 02/08/2011
FORM APPROVED
OMB NQ: 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFSCATION NUMBER: COMPLETED
- A. BUILDING 01
. B, WING
155778 01/31/2011
NAME OF PROVIDER OR SUPPLIER : | STREET ADDRESS, CITY, STATE, ZIP CODE
’ 1212 E MAIN
WOODLAND MANOR NURSING CENTER
A ATTICA, IN 47918
XD SUMMARY STATEMENT OF DEFICIENCIES ‘ D ' PROVIDER'S PLAN OF CORRECTION P (xg)
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY)

K 052 Continued From page 13

This STANDARD is not met as evidenced by:

1. Based on observation and interview, the
facility failed to provide 1 of 1 fire alarm systems
with two means of transmitting a fire alarm to the
monitoring station in accordance with NFPA 72.
NFPA 72, 3-8.1 allows fire alarm system
componenis to share control equipment.or
operate as stand alone systems, but in any case,
they shall be arranged to function as a single
system. NFPA 72, 5-5.3.2.1.6.1 requires a digital
alarm communicator transmitter {DACT) shall be

connected to two separate means of transmission .

at the protected premises. This deficient practice
could affect all occupants.

Fihdings include:

Based on interview with the maintenance director
on 01/31/11 at 10:55 a.m., the automatic dialer

component of the fire alarm system was equipped

“with two phone lines to automatically transmit an
alarm to the monitoring station, however, he said
cne line was disconnected periodically by the
business office manager io faciiitate a dial up

. computer connection for her. He said she dees it
for a "shert fime" and reconnects the fire alarm

- dialer when her work is done. He said he did not

- monitor how often this occurs and could not be

- specific about the times the dialer was off line for

" the phone line she used. The business manager -

-was interviewed 01/31/11 at 11:05 a.m. at the fire
- alarm contrel panet, and demonstrated how she

K052

Themaintenance director and
HFA shall review all inspection
reports to ensure no other
discrepancies. All discrepancy
noted shall have new inspection
requested.

Systemic Changes

The maintenance director shall
conduct quarterly review of all
inspections. Quarterly audits
will ensure deficient practice
does not recur.

Monitoring

Maintenance director shall
report any review findings to
Quality Assurance Committee,
QA committee shall review and
provide suggestions if needed.

Completion
All inspections shall be
compieted by March 2, 2011.
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unpiugged one phone line from the fire elarm
system and plugged it into another conrection to
allow her PC to operate. She said she had to
silence a trouble atarm on the fire atarm control
panel {FACP) each time the phone line was
disconnected. The maintenance director
confirmed at 11:15 a.m. on 01/31/11, the FACP
would sound a trouble when the line was
disconnected. He agreed the FACP was left
without the required second phone line each time
the disconnection was made.

3.1-19(b)

2. Based on record review and interviel, the
facility failed to ensure documentation for the
annual testing of 1 of 1 fire alarm systems
components and devices such as smoke
_detectors, heat sensors and fire alarm puII
stations was complete. NFPA 72, 7-3.2 requires
- fire alarm system devices such as smoke
_detectors, heat sensors, fire alarm pull stations,
. and fire alarm conirol equipment be tested
-annually. The inspection should include locations
- and serial numbers, the test/inspection done and
: whether each device passed or failed. This
- deficient practice could affect all occupanis.

" Findings include:

- Based on review of the facility's Smoke Detector

- Test Report(s) for the annual inspection and

| function test with the maintenance director on

. 01/31/11 at 11:00 a.m., a discrepancy existed in

i the number of smoke deteciors tested. Two

 different contractors did testing of the smoke

| detectors. One company report dated 12/15/10 :
! listed 27 smoke detectors. A second company, : o
! whose testing included a sensitivity test'dated : " ’
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03/08/10 listed 25 smoke detectors. The detector

locations for each report were tracked dufferent!y

so a comparison of the documentation could not '

determine what smocke detectors, if any, were K062 Corrective Action

omitted in testing. The maintenance director said S .
at the time of record review, he did not know the pare sprinkler heads ordered from

exact number of smoke detectors in the: facility, Safe Care.

had not noted the discrepancy, and no detectors

had been added or remaved. Other Deficient Practices

, Identified

3-1.19(b) Th . .
K062 NFPA 101 LIFE SAFETY CODE STANDARD Koe2 +Ne maintenance director and HFA
S8=D : shall examine container of spare

Reguired automatic sprinkler systems are sprinkler heads, to ensure there are

continuously maintained in reliable operating " no-other missing sprinkler heads

condition and are inspected and tested

periodically.  19.7.6, 4.6.12, NFPA 13, NFPA .
25,975 ‘ Systemic Changes

The maintenance director shall
conduct a quarterly visual review

This STANDARD s not met as evidenced by: of storage container of spare
Based on observation and interview, the facility ~sprinkler head. Audit will ensure
failed to ensure the supply of spare sprinkler deficient practice does not recur.

- heads for 1 of 3 types used in the facility as
required by NFPA 25, the Standard for the

"Inspection, Testing and Maintenance of

: Water-Based Fire Protection Systems. NFPA 25,

Monitoring
Maintenance director shall report

' 2-4.1.4 requires a supply of at least six §pare : any review ﬁndlngs to Quality
_sprinklers shall be stored in a cabinet on the Assurance Committee, QA
. premises for replacement purposes. A minimum committee shall review ﬁndmgs

. of two sprinklers of each type and temperature
' rating installed shall be provided. NFPA 25,
- 2-2.1.3 requires an annual inspaction of the spare

and provide suggestions if needed.

i sprinkler supply for the proper number and type, Completion
: This deficient practice could affect 4 occupants in
 the kitchen. _ ' 5(1)1?111 be completed by March 2,

| Findings include:
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: Door replaced with new fire rated
Based on observation of the supply of spare door and installed with self-closure,
sprinkler heads with the maintenance diyector on mechanical vent in : :
04/31/11 at 1:15 p.m._. no pendant heads of the 5 4 from 1 Staﬂg-d’. vinyl tile
type used in the kitchen were found. The removed trom floor and sign posted
maintenance director said at the time of record indicating storage and transfer of
review, the sprinkler contractor "would bring oxygen occur in this room.
them" if needed.
3.1-19(b) Other Deficient Practice
K 143 NEPA 101 LIFE SAFETY CODE STANDARD k143 1dentified o
SSoE The maintenance director and HFA

" Association.

- Based on observation and interview, the facility

| failed to ensure 1 of 1 oxygen storage rooms
where transfilling occurs was separated from

! resident areas by a fire rated door in the one hour

Transferring of oxygen is:

{a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of 1-hour
fire-resistive construction;

{b) in an area that is mechanically ventilated,
sprinklered, and has ceramic or cencrete floaring;
and

“(c) in an area posted with signs indicating that

transferring is occurring, and that smoking in the
immediate area is not permitted in accordance
with NFPA 99 and the Compressed Gas
88252

- committee shall review and provide

This STANDARD is not met as evidenced by:

" The maintenance director shall

. Monitoring
" All repairs shall be completed by
. March 2, 2011.

shall examine the oxygen storage
and transfer room, after all work
has been complete. If any other
issues noted, they shall be fixed at
that time.

Systemic Change

The maintenance director shail
conduct quarterly visual audits to
ensure deficient practice does not
recur.

Monitoring

report any audit findings to Quality
Assurance Committee. QA

suggestions if needed.
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K 143 - Continued From page 17 j K 143; '

enclosure, provided with mechanical ventilation,
and a ceramic tile or concrete floor, and posted
with a sign to alert occupants oxygen transferring
is taking place therein. This deficient practice
affects visitors, staff and more than 4 residents in
the B smoke compartment.

Findings include:
Based on observation with the maintenance
diﬁector on 01/31/11 at 12:45 p.m., the axygen
supply storage room was identified by the
maintenance director as the site used to fill
portable oxygen supply tanks. The solid core
- door had no fire rating or self closer. There was
" no mechanical ventilation, nc sign to indicate the
storage and transfer of oxygen occur in the room,
and the floor was covered with vinyt tile. The
- maintenance director said he had waited for
inspection to determine if all the criteria was met
+ for the room recently designated for oxygen

K147 Corrective Actions

7 ‘ replaced with GFCI protected
3.1-19(b) "~ receptacles.
K147 NFPA 101 LIFE SAFETY CODE STANDARD K147
SS8=F . . .
! Electrical wiring and equipment is in accordance Other Deficient Practices

- with NFPA 70, National Electrical Codel 9.1.2 ' Identified
: ; ' The maintenance director and HFA
_ shall examine facility for any other:
' This STANDARD is not met as evidenced by- outlets located within 24 inches of ;
Based on observation and interview, the facility sinks. Any outlets; with in 24
failed to ensure wet iocations for 27 of 27 resident” | inches of sinks will be replaced.

| rcoms were provided with GFCI (ground-fault
: cirguit interrupter) protection against electric

i shock. NFPA 70, Article 517, Heatth Care | - Systemic Changes :
| Facilities, defines wet locations as patient care ; The maintenance director shall |
| areas subject to wet conditions while patients are : conduct quarterly visual audits '
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K 147 Continued From page 18 K 147 faxamining for any outlets within 24
present. These include standing fluids on the inches of water source that are not
floor or drenching of the work area, either of GFCI outlets. Any outlets shall be
which condition is intimate to the palient or staff. replaced.
NFPA 70, 517-20 Wet Locations, requires all
receptacles and fixed eguipment within the area .
of the wet location to have GFCI protection. qutormg )
Moisture can reduce the contact resistance of the Maintenance director shall report
body, and electrical insulation is more subject to any audit findings to Quality
failure. This deficient practice affects all Assurance Coramittee. QA
residents. 3 . . .
, committee shall review and provide
Findings include: suggestions if needed.
Bésed on observations with the maintenance C .
: ompletion
director on 01/31/11 between 10:20 a.m. and 1:20: All p 1 tio thin 24 inch f
p.m., electrical outlets in all resident room bath outlets within 24 mches o
rooms were located 24 inches from sinks. The water source shall be replaced by
outlets were not provided with GFCI (ground fauit March 2, 2011.
circuit interrupter) protection to prevent electric :
shock. The maintenance director checked
electrical panels for GFCI circuit breakers at the
time of observation. He said no GFCI circuit
breakers were found.
0 3.1-19(b)
K211 : NFPA 101 LIFE SAFETY CODE STANDARD K211 . .
s6=F . . K211 Corrective Action

“Where Alcohol Based Hand Rub (ABHR)

dispensers are installed in a corridor:

"0 The corridor is at least 6 feet wide

o The maximum individual fluid dispenser
capacity shall be 1.2 liters (2 liters in suites of
rooms)

"0 The dispensers have a minimum spaclng of 4 ft

- from each other

- 0 Not more than 10 gallons are used in a single

- smoke compartment outside a storage cabinet.

i 0 Dispensers are not installed over or ad]acent o,
S an ;gmtion source. | :

The alcohol based hand sanitizer
located above electrical light switch
moved on 1/31/11.

Other Deficient Practice
Identified

The maintenance director shall
conduct facility audit to ensure all
alcohol based hand sanitizers are
placed in area that is in compliance
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o lfthe floor is carpeted, the building is fully
Csprinklered. 19.3.2.7, CFR 403.744, 418.100,
1 460.72, 482.41, 483.70, 483.623, 485.623

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure alcohol based hand sanitizers in
1 of 2 exit corridors were not installed over an
ignition sowrce.  NFPA 101in 19.1.1.3 requires
all health facilities to be designed, constructed,
maintained and operated to minimize the
possibility of a fire emergency requiring'the
evacuation of occupants. This deficient practice
" affects visitors, staff and an undetermined
number of residents in the F smoke compartment
“where the main dining rocom is located.

- Findings include:

- Based on cbservation with the maintenance

P director on 01/31/11 at 1:55 p.m., an alcohol

i based hand sanitizer (ABHS) dispenser was

i located above the electrical light switches in the

 corridor outside the kitchen service window. The -

: maintenance director said at the time of
s observation, he "missed" removing the ABHS
- dispenser from above the light switch.

3.1-19(b)

5
N
{

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
o ) A. BUILDING 01 :
i
- B. WING )
. 155778- 01/31/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WOODLAND MANCOR NURSING CENTER : 1212 £ MAIN
T ATTICA, IN 47918
(X410 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION i (x5
PREFiIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF}X {EACH CORRECTIVE ACTION SHOULD BE COMPLETION.
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE " DATE
: . ~ DEFICIENCY)
K 211 Continued From page 19 K 211 with NFPA 101, INT9.T.1.3. IT

noncompliance noted the alcohol
based hand sanitizer shall be
removed.

Systemic Changes

Reinstallment of alcohol based
hand sanitizers shall be completed
in areas that arz in compliance with
NFPA 101, IN 19.1.1.3.

Monitoring

The maintenance director shall
conduct monthly rounds to ensure
no further instaltment of alcohol
based hand sanitizers in areas over
an ignition source. The
maintenance director shall report
results of rounds to HFA ands QA
committee on quarterly basis for
review and possible suggestions.

Completion
All corrections will complete by
March 2, 2011.
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